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Abstract
This correlational study was designed to describe the
relationship between perceived control of health in older
adolescents between the ages of 2 0 and 21 years and the
likelihood of engaging in health-promoting behaviors.

This

study was a replication of a study conducted by Mitchell
(1987) with adolescents between the ages of 16 and 19 years.
The theoretical framework for the study was predicated on
Pender's Health Promotion Model (Pender & Pender,

1986)

which propositions that cognitive/perceptual and modifying
constituents stimulate an individual's likelihood of
engaging in health-promoting behaviors.

Antecedent

researchers have established that cognitive/perceptual
components such as locus of control may alter healthpromoting behaviors.

Perceived control of health was

measured by the Multidimensional Health Locus of Control
(MHLC) scale.

Health-promoting behaviors were evaluated

using the Health-Promoting Lifestyle Profile.

Fifty college

students between the ages of 20 and 21 years, composed the
sample.

Three null hypotheses stated that there would be no

relationship between the three subscales of the MHLC and the
total score on the Lifestyle Profile.

Descriptive

statistics were used to describe the sample, and the
iii

Pearson's Product Moment Correlation Coefficient was used to
test the hypothesis.

Cronbach’s coefficient alpha was used

to calculate internal consistency for the MHLC and the
Health-Promoting Lifestyle Profile.
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Chapter I
The Research Problem
Introduction to the Problem
Individuals go through a period of alterations where
entirely new potentials for development emerge.

Adolescence

is a time of transformation during which several of the
infrastructures for wellness orientation can be established.
Adolescence is a time of accelerated growth equated by
multiple social expectations.

Adolescents' capabilities

maturate by experimenting with a spectrum of social roles
and practices.

Numerous adolescents will engage in

behaviors which heighten their risk of accidents, social
problems, and disease.
Adolescence is evidenced by intensive changes in
biological development, cognitive ability, and personality
organization.

These changes bring about the emergence of

unfamiliar needs, capabilities, concerns, and developmental
tasks that differentiate adolescence as an extraordinary and
consequential stage of human development (Petosa,

1989).

Adolescence is an era in life when individuals should be
evolving perceptions of control over their lives.
Adolescents are in the process of constituting their
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identity and departing toward independence in decision
making and self-care (McCandless & Coop,

1979).

Each adolescent can progress toward wellness by
informal, goal-oriented participation in the actualization
of individual potentials.

Health education programming can

serve as a meaningful function by helping young people
obtain responsibility for development of their abilities
(Petosa,

1989).

Adolescence may be a very significant opportunity for
developing health-promoting behavior.

The person in later

adolescence is just beginning to experience independence
from parents.

It is at this time that the possibility for

independent health decisions and choices exist (Barth &
Johnson,

1983).

The adolescent is developing perceptions of

control over health.

If perceptions of control over health

are not discovered, the adolescent's capacity to engage in
health-promoting behaviors may be diminished (Alderman,
1980).
Adolescence as an era in the life span has outstanding
significance and relevance for health.

This stage is when

individuals may experiment with behaviors that can be health
and life-threatening.

The fast pace of change during

adolescent years causes anticipatory guidance and peer
support for healthy lifestyles especially critical during

3
this stage of development.

Ironically, positive health

behaviors acquired during adolescent years are resistant to
change and can persist over time (Pender, 1987).
Theoretical Framework
This study was based on the Health Promotion Model
(Pender & Pender,

1986).

Pender and Pender formulated the

Health Promotion Model to complement existing models which
forecasted health-protecting behaviors, such as the Health
Belief Model.

Health protection is the function of

protecting the body from illness and stress, thereby,
diminishing the probability of illness

(Pender,

1982).

The

conception of health protection was derived from a negative
foundation.

Health-protecting behaviors emerged due to

multiple threats to health and well-being.

In comparison,

health promotion can be viewed as the act of preserving or
expanding the level of wellness.

Health promotion,

therefore, derives from a positive foundation.

The

individuals advance toward a more positive quality of health
and wellness.
The essence of human beings is to interact actively
with the environment.

This is exhibited in early life

during the fetal stage (Pender,

1982).

In an effort to

achieve one's potential, human beings actively search out
and sustain states of positive tension.

Contrary to that.
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mounted positive tension does not result in negative
perceptions,

such as anxiety and distress, but,

consequently,

in personal fulfillment, personal achievement,

personal control, and personal growth (Pender,

1982).

A

self-actualizing individual seeks challenging experiences
with the environment.
Engaging in health-promoting behavior is seen when
individuals institute actions to enhance their level of
wellness even though threats to wellness may be absent
(Pender,

1982).

The actualizing tendency can be viewed as

the force which thrusts people toward health-promoting
behavior.

Both actualizing and stabilizing tendencies

function as a predominant catalyst for behavior.
Equilibrium and integrity can be preserved directly because
stabilizing tendencies tend to regulate negative tension,
thereby illuminating health-protecting and preventive
behaviors.

In comparison, stabilizing tendency can be

viewed as an individual response to threats of health.
Actualizing tendency guides a person to states of more
positive tension, bringing forth motivation, growth,
changes, creative behaviors, and health promotion.
The tendency in individuals toward self-actualization
results in engaging in health-promoting behavior, thereby
enhancing the level of self-actualization (Pender,

1982).
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These behaviors can result in compounded self-awareness and
heightened enjoyment in life.

A person who is exhibiting

health-promoting behaviors interacts with the environment in
a positive manner in order to bring about change and a
higher level of wellness.

A person who tends to react

passively to the environment simply evades harmful stimuli.
Components of the Health Promotion M o d e l .

The revised

Health Promotion Model is divided into three dominant
categories:

(a) modifying factors,

(b) cognitive/perceptual

factors, and (c) participating in health-promoting behavior.
The existing relationship between these main categories is
that modifying factors affect cognitive/perceptual factors
which ultimately affect the likelihood of engaging in
health-promoting behaviors.
Again, due to the rapidity of change in health care, in
1987 the Health Promotion Model would focus deeper into
nursing practice.

The purpose for this was (a) to generate

thinking among nurses regarding the conceptual frameworks
and theories needed to understand human health and health
behaviors and (b) to provide an overview of enhanced nursing
strategies for health promotion among individuals,
and communities

(Pender,

families,

1987).

There are five modifying factors characterized in the
Health Promotion Model.

These factors are (a) demographic
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characteristics,

(b) biological characteristics,

interpersonal influences,

(c)

(d) situational factors, and (e)

behavioral factors (Pender,

1987).

Various cognitive/perceptual factors are comprehended
in the Health Promotion Model.

These cognitive/perceptual

factors are (a) importance of health,
of health,
health,

(b) perceived control

(c) perceived self-efficacy,

(e) perceived health status,

(d) definition of

(f) perceived benefits

of health-promoting behaviors, and (g) perceived barriers to
health-promoting behaviors.
The focal point of this study will be the
cognitive/perceptual factor of perceived control of health.
Considering that perceived control is of eminent magnitude
in human lives, the stated factor could prove to be
consequential in a study of health promotion.

Human beings

have a requirement for a certain amount of control over
their environment (Pender, 1982).

An impression of control

will lead to self-confidence, whereas privation of perceived
control will lead to indifference in the environment and
perceptions of helplessness.
A person's locus of control mirrors his/her perceptions
of control over his/her behavior and the consequences of
behavior (Pender, 1982).

Health locus of control beliefs

are assumed to prejudice personal decisions to modify
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lifestyles

(Kist-Kline & Lipnickey,

1989).

Individuals

demonstrating an internal locus of control perceive that
they are in control of occurrences in their lives.

These

persons appear to purposefully transform the environment in
ways that result in their self-actualization and personal
growth.

Persons with external locus of control may perceive

that their lives are controlled by powerful others or
chance.

These individuals may neglect to distinguish that

their behavior can mold circumstances, and they can alter
their environment to accomplish goals.
Perceived control of health is of notable significance.
If an individual believes that his/her health condition
depends on chance, fate, or others, rather than his/her own
behaviors, the absence of motivation to engage in healthpromoting behaviors may exist (Pender,

1982).

They may

ignore the relationship between their behavior and their
health status.
This study will explore the relationship between the
cognitive/perpetual factor of perceived control of health
and the likelihood of engaging in health-promoting
behaviors.

Pender (1982) hypothesized that internally-

controlled beings are more likely to engage in healthpromotion exercises than externally-controlled beings.
person whose perception of control of health is high may

A
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engage in health-promoting exercises prosperously and
continue these exercises on a lasting basis.

Consequently,

it is hypothesized that a positive relationship exists
between perceived control of health and the likelihood of
engaging in health-promoting behaviors.
An individual's daily health decisions may have lasting
consequences for the health of that person (Baldi & Cyb,
1982)J

Awareness relating to the importance of daily health

behaviors in relationship to their present and future lives
needs to be developed in adolescents.

Therefore,

it may be

feasible to facilitate the accomplishment of healthpromoting behaviors in adolescents who are on the threshold
of adulthood.
High-level wellness has been defined by Dunn (1977) as
an "integrated method of functioning which is oriented
toward maximizing the potential of which the individual is
capable, within the environment where he is functioning"
(cited in Petosa,

1989, p. 14).

In comparison, most

definitions of health concentrate on the state of the
organism.

Wellness, as a supplementary term, emphasizes

patterns of behavior which cultivate the development of
potentials (Petosa,

1989).

A contemporary classical

definition of health is the concept of having a positive
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interaction with the environment,

leading to growth and a

complete and meaningful life (Winstead-Fry, 1980).
An individual seeking high-level wellness consciously
behaves in a manner which synthesizes the functioning of the
mind, body, and spirit.

This proactive orientation sustains

positive health, promote growth, and support the achievement
of personal and social aspirations

(Petosa,

1989).

When an acute illness occurs, individuals must make the
decision to either see a physician, wait, or employ home
treatment.

People are being subjected to increasing amounts

of health-related information through newspaper, magazines,
and television.

There is magnified concentration on health-

related issues, such as diet, exercise, stress, new surgical
techniques, and new treatments for cancer just to cite a few
(Green,

1990).

Individuals are concentrating their health-

related activities on health promotion.

Health promotion is

directed at compounding a person or group level of well
being or fulfillment in life (Pender, 1982).
The contemporary health promotion trend encompasses an
individual taking charge of his/her own health (Alderman,
1980).

Increasing self-responsibility for health

necessitates that individuals be motivated to commence and
continue health promotion activities

(Pender,

1982).

Ameliorated health is significant when individuals seize
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responsibility for their own health (Kist-Kline & Lipnickey,
1989),

Individuals with a deficiency in their motivation

may not be as inclined to become responsible for their
health and well-being.

When individuals are conscious of

their capacity for growth and endeavor to achieve their
potentials, they engage in health-promoting behaviors
(Pender,

1982).

Theories have been developed that strive to explain
what will prompt an individual to modify his/her health
behavior.

One concept which has been used to forecast

the

potential of espousing healthy habits is that of health
locus of control (HLC)

(Kist-Kline & Lipnickey,

1989).

Health locus of control beliefs are thought to
determine personal decisions which affect lifestyles.

HCL

measures the degree to which individuals perceive themselves
to be in control of their own personal health.

Individuals

with internal health beliefs are more likely to display
behavior which promotes health because they feel responsible
for what happens to them.

Those individuals with internal

beliefs assume their health is attributable to their
behaviors, while external belief individuals feel they have
no control over their health (Kist-Kline & Lipnickey,

1989).

Purpose of the Study
The purpose of this study was to determine the
relationship between perceived control of health in older
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adolescents and their likelihood of engaging in healthpromoting behaviors.

In addition, the purpose of this study

was to question if a cognitive/perceptual constituent may
influence an older adolescent's likelihood of engaging in
health-promoting behavior.

It is anticipated that this

study will contribute to knowledge regarding the application
of the Health Promotion Model.
Statement of the Problem
The definitive problem for the study was to determine
if there is a relationship between perceived control of
health in older adolescents and the likelihood of engaging
in health-promoting behaviors.
Hypotheses
The following hypothesis was developed:

There is a

relationship between perceived control of health in older
adolescents and the likelihood of engaging in healthpromoting behaviors.

The three null hypotheses tested were

as follows :
1.

There is no relationship between internal health

locus of control in older adolescents

(20 to 21 years old)

as measured by the IHLC subscale score of the
Multidimensional Health Locus of Control (MHLC) scale and
the likelihood of engaging in health-promoting behaviors as
measured by the total score on the Health-Promoting
Lifestyle Profile (Mitchell,

1987).

Internal locus of
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control is defined as one's capacity to influence his/her
own health (Kist-Kline & Lipnickey,
2.

1989).

There is no relationship between powerful oth e r s '

health locus of control in older adolescents

(age 20 to 21

years) as measured by the PHLC subscale scores of the MHLC
scale and the likelihood of engaging in health-promoting
behaviors as measured by the total score on the HealthPromoting Lifestyle Profile (Mitchell, 1987).
others'

score is the extent to which doctors, nurses and

others affect health (Kist-Kline & Lipnickey,
3.

The powerful

1989).

There is no relationship between chance health

locus of control (CHLC) in older adolescents

(age 20 to 21

years) as measured by the CHLC subscale score of the MHLC
scale and the likelihood of engaging in health-promoting
behaviors as measured by the total score on the HealthPromoting Lifestyle Profile (Mitchell,

1987).

The chance

health locus of control concerns the belief that health is
merely an effect of luck or fate (Kist-Kline & Lipnickey,
1989).
Definition of Terms
Three definitions were established specifically for
this study;
Perceived control of health:

The belief held by an

individual that he/she can actively influence the
consequences of his/her health as measured by the MHLC
scale.

An individual who assumes he/she is in control of
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the occurrences of his/her life is internally controlled.
An individual who assumes that chance or powerful others
control life's events is externally controlled (Mitchell,
1987; Pender,

1982).

Health-promoting behaviors :

Self-actualizing behaviors

resulting in a most fulfilling way of living (Pender, 1982)
as measured by the Health-Promoting Lifestyle Profile.
Health-promoting behaviors are a part of a person's
lifestyle.

Such behaviors lead to an enhanced enjoyment of

life, enhanced self-awareness, and higher levels of health
(Pender,

1982).

Illustrations of health-promoting behaviors

are exercising, eating a nutritious diet, and forming social
support systems (Mitchell, 1987; Pender,
Older adolescents :

1982).

Individuals between the ages of 20

and 21 years who are single and without children.

These

individuals are approaching or have arrived at legal age and
are in the process of penetrating young adulthood.
Significance to Nursing
Limited research has been conducted on health promotion
in adolescents.

Perhaps, more research will be stimulated

as a result of new information, which supports the
realization that adolescents are facing severe health
threats.

One such threat is the Acquired Immunodeficiency

Syndrome (AIDS) epidemic which has been proven to be
steadily increasing among the adolescent population.
However, this threat and others certainly support the need
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for health promotion among adolescents.

Infrequent studies

have surveyed the relationship of cognitive/perceptual
components, such as perceived control and likelihood of
engaging in health-promoting behaviors.
Mitchell (1987) conducted her study on high school
students between the ages of 16 to 19 years.

The researcher

found the area of adolescent health behaviors and
adolescents' potential for engaging in health-promoting
behaviors interesting in light of the acceleration of health
problems facing this group.

The researcher decided to

conduct a study on the older adolescent who is on the
threshold of adulthood, mainly due to the fact that these
individuals will soon be responsible for their own
decisions.
Assumptions
Four underlying assumptions were identified for this
study:
1.

Health promotion is meaningful.

2.

Health-promoting lifestyles exist.

3.

Health-promoting behaviors are in existence and can

be measured.
4.

Older adolescents

(age 20 to 21 years) are

developmentally competent to assume responsibility for their
own health (Sleet & Dane,
5.

1985).

Perceived control of health is measurable.

Chapter II
Review of the Literature
Little research has been done in the area of adolescent
health promotion.

Increased accentuation on wellness and

promoting health has encouraged more research in this area.
Health Promotion
The objective of researchers of health-promotion
studies has been to distinguish and comprehend factors that
may influence an individual's likelihood of engaging in
health-promoting behaviors.

The importance of the impact of

cognitive/perceptual factors on health-promoting behaviors
has been featured.

Scarce studies have been done exploring

the relationship of cognitive/perceptual factors and healthpromoting behaviors.
A study which stressed the health-promoting behaviors
of physical activity was conducted by Laffrey and Isenberg
(1983), who explored the relationship of three factors in
physical exercise for leisure.
internal locus of control,

The factors studied were (a)

(b) health value, and (c)

perceived importance of physical exercise.

The total sample

was composed of 70 women who attended non-health associated
adult education classes.

The mean age of the 7 0

participants was 43 years.
15
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Four questionnaires were utilized to acquire the
required d a t a .

The first questionnaire measured physical

activity throughout leisure and was assembled from the
Physical Activity Recall Record and the Minnesota Leisure
Time Activity Questionnaire (LTA)
1983).

(Laffrey & Isenberg,

The researchers declared that validity and

reliability data for these instruments were established, but
specific data were not presented in the report.
The instrument utilized to measure health locus of
control was the Internal Health Locus of Control Scale
(IHLC) Form A, which is a subscale of the MHLC scale formed
by Wallston and Associates (Laffrey & Isenberg,

1983).

Internal consistency estimates for the MHLC subscales
utilizing the Cronbach coefficient alpha were reported as
.67 to .77.

Validity data were not given.

A Health Value Survey was rendered to participants.
This scale was made up of 10 values adapted from Rokeach
(Laffrey & Isenberg,

1983).

given for the adapted scale.

Reliability or validity was not
Test-retest reliability for

the primary scales was reported as r = .70.

Predictive

validity for the primary scale had been established.
Details relating to predictive validity were not given.
Ultimately, participants were tested to establish their
perceptions of the importance of physical exercise (Laffrey
St

Isenberg,

1983).

The questionnaire was created with a
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9-point Likert type scale, 9 implying that physical exercise
was ranked as most important, and 1 implying that physical
activity was ranked as least important.

Reports for

reliability and validity data for this instrument were not
given.
Zero-order correlations and stepwise multiple
regression techniques were utilized to analyze data (Laffrey
& Isenberg,
.05.

1983).

The level of significance was set at

The Pearson correlation and multiple regression

program of the Statistical Package for the Social Sciences
was utilized for computer analysis.

In relation to

correlational analysis, no significant relationship between
physical activity in leisure and IHLC scores (r = .10) was
found (Laffrey & Isenberg,

1983).

Correspondingly, there

was no significant relationship between physical activity in
leisure and health values (r = .007).

However, the

relationship between physical activity during leisure and
perceived importance of exercise was statistically
significant (r = .53, p < .0001), justifying 28% of variance
in physical activity during leisure.
The researchers hypothesized that internal locus of
control, value of health, and perceived importance of
exercise were most predictive of physical activity in
leisure when combined from a separate prognosticator
(Laffrey & Isenberg,

1983) .

This hypothesis was tested

utilizing stepwise multiple regression techniques.
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Practically all variance for physical activity in leisure
was explained by the perceived importance of exercise.
Health values scores on the IHLC enlarged the
.01.

by only

Consequently, the hypothesis was not supported.
Another study stressing physical activity was conducted

by Walsh (1985).

The purpose of the research was to explore

dissimilarities in health beliefs of runners versus
nonrunners in two areas :

(a) the relative value that each

group fixed on health and (b) the discrepancies in health
behaviors of each group.

Pender's Health Promotion Model

was utilized as a foundation for research.
A total of 150 runners who participated in activities
in a running club was selected at random (Walsh, 1985).
addition,

In

150 names were selected at random from a list of

names of students enrolled at a university.

Those students

who ran more than two miles daily or more than three times
weekly were excluded.
There were three questionnaires utilized in the study.
The first, the Health Value Scale adapted from Rokeach by
Wallston, was utilized to measure the relative value placed
on health in comparison to nine other values.

The

researcher conveyed that content validity and test-retest
reliability were predicated by the designer of the scale.
Reliability and validity coefficients were not given in this
report.

The second questionnaire was the Walsh Health

Behavior Questionnaire (WHBQ)

(Walsh,

1985).

This
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questionnaire was made up of 60 positive health-promoting
behavior items organized in six subsections;
(b)

drugs and substance abuse,

safety practices,

(a) nutrition,

(c) stress management,

(d)

(e) medical awareness, and (f) self-care.

The third questionnaire was completed only by runners and
consisted of questions relating to the physical and
psychological facets of running (Walsh, 1985).
The first hypothesis in this study was that there would
be a difference in health value between runners and
nonrunners.

Utilizing the Mann-Whitney U with alpha set at

.05, runners placed a statistically significant greater
value on health than nonrunners

(U = 1876.5, p < .019).

The

second hypothesis stated that there would be differences in
health-promoting behaviors engaged by runners and nonrunners
(Walsh,

1985).

Age was the only factor found to be

statistically significant relating to demographic variables,
with subjects under 30 years of age reporting more healthpromoting behaviors (p < .001).
Pender and Pender (1986) studied health behaviors.

The

purpose of their research was to establish the relationship
of "attitudes, subjective norms, and intentions to engage in
health behaviors"

(p. 15) with the health practices of

regular exercise, eating a healthy diet, and evading
stressful situations.

Definitions were provided for the

variables of attitudes and subjective norms.

Attitudes

beneficial to health behaviors mirror beliefs relating to
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the consequences of these behaviors.

Subjective norms

mirror social pressure to engage in health behaviors.

They

also mirror motivation to conform with this pressure.

The

sample consisted of 377 residents from two Northern Illinois
communities.

Median age for the subjects was 38 years.

The researchers devised a 75-item questionnaire.

The

questionnaire was formed by interviewing 100 residents from
the two communities concerned (Pender & Pender,

1986).

The

three subscales from the questionnaire were associated with
(a) regular exercise,

(b) eating a diet which would maintain

a person at normal weight, and (c) avoiding stressful
situations.

All of the three subscales consisted of 25

items, each relating to attitudes, subjective norms, and
intention to comply with health behaviors.
were analyzed as follows;

These 25 items

(a) one item to establish

intention to comply with health behavior,

(b) 12 items to

establish attitudes concerning consequences of health
behavior, and (c) 12 items to establish subjective norms.
Six of these 12 items to measure subjective norms measured
beliefs relating to other's expectation, and six measured
the maturation present to comply with others' expectations,
The relationship between the attitude and normative
constituents and the intention to exercise was statistically
significant (r = .23, p < .01) and accounted for 5.5% of
variance in intention (Pender & Pender,

1986).

The

correlation coefficient for the normative component was
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higher (r = .26, p < ,01) than that of the attitudinal
component (r = ,18, p < 01),

Those participants who were

close to having a normal weight were more likely to have
intentions to exercise.

When this factor was considered,

along with the two components reported above, the variance
explained in intention more than doubled to 13% (r = .36, p
< ,01).
There was a small relationship between attitude and
intention to eat a diet that would maintain a normal weight
(r = ,13, p < ,01),

Existing weight (r = ,38, p < .01) and

perceived health status (r = .13, p < .01) influenced a
person's intention to eat a healthy diet (Pender & Pender,
1986).

The multiple r for attitude, weight, and perceived

health status was

.42 (p < .001), justifying 18% of the

variance in intention to control weight.
Attitude revealed a low correlation with intention to
avoid highly stressful situations

(r = .27, p < .001),

justifying 7% of variance in intention to avoid stress.

No

other variables were found to be significantly associated
with intention to avoid highly stressful conditions
& Pender,

(Pender

1986).

Those who contemplated avoiding highly stressful
conditions were more positive in their attitude relating to
stress management (M = 8,76, ^

= 3) than those who had no

intention of doing so (M = .09, ^
,001)

(Pender & Pender,

1986).

= 2)

(t = -4.74, p <

People who intended to avoid
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stress had higher subjective norm scores (M = 41.34, ^
than nonintenders

(M = 2 6.97, ^

= 4)

= 5) (t = 3.33, p < .01).

Intenders, in comparison to nonintenders, thought that
avoiding stress was irresponsible behavior and denoted that
a person was running away from reality.
The group exercising regularly had more positive
attitudes toward exercise (M = 21.01, SD = 4) than those who
did not exercise regularly (M = 15.26, ^
p < .01)

(Pender & Pender,

1986).

= 6) (t = -3.82,

Groups intending to

exercise believed that significant others thought they
should exercise (M = 41.09, ^

= 5).

Groups not intending

to exercise were impressed less by significant others
(M = 27.20, ^

= 7) (t = -3.47, p < .01).

Intenders were

more likely to think that exercise altered health in a
positive way and were less likely to be fearful that
exercise might be hurtful.
The effect of valuing health on the frequency of
health-promotion behaviors received support from a study of
88 college students directed by Wallston, Wallston, Kaplan,
and Maides (1976).

They discovered that individuals with

high health value, that is, ranked health within the top 4
out of 10 value positions, chose more health-related
pamphlets to read when available to them than did
individuals with low health values.

The data upheld the

idea that placing a high value on health results in
informâtion-seeking behavior (Pender & Pender,

1986).
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Frank-Stromborg, Pender, Walker, and Sechrist (1990)
tested the Health Promotion Model as an explanatory
framework for health-promoting lifestyle in a sample of 385
ambulatory cancer patients involved in treatment in 13
clinical sites in the midwestern United States.

The purpose

of this study was to determine the extent to which
cognitive, perceptual, and modifying variables identified in
the Health Promotion Model explain the occurrence of healthpromoting behaviors in adults with cancer.

Additionally,

the purpose of the study was to discover the potential of
illness, specific cognitive/perceptual, and modifying
variables for additional explanation of the occurrence of
health-promoting behaviors in adults with cancer.
Multiple regression analysis disclosed that 23.5% of
the variance in health-promoting lifestyle was explained by
the model cognitive/perceptual variables, definition of
health, perceived education,

income, age, and employment.

When illness-specific variables were added into the
analysis, initial reaction to the diagnosis of cancer was
found to be a significant contributor to the regression.
Therefore, cancer-specific cognitive/perceptual factors and
general health-related factors were supported as important
in the results of the study (Pender, 1987).
Muhlenkamp, Brown, and Sands (1985) probed healthpromotion activities in a nursing clinic in a southwestern
city.

This clinic focused on health promotion as well as
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illness prevention, health maintenance, and health
restoration.

The objective was to determine the

relationship between participants' health belief, health
values, and health-promoting behaviors.
of 175 clients

The study consisted

(33 males and 142 females).

Various instruments were used for this study.

The MHLC

Form B was used to determine if participants were internally
or externally controlled.

This instrument was designed as

an 18-item, 6-point Likert type scale, consisting of six
items for each of the three subscales.

The subscales

consisted of (a) the POHLC (Powerful Others Health Locus of
Control),
(c)

(b) the CHLC (Chance Health Locus of Control), and

the IHLC (Internal Health Locus of Control).

It was

reported that validity had been established with favorable
factor analysis and discriminant analysis
al.,

1985).

(Muhlenkamp et

Reliability data were not reported.

The Health Value Survey which was accommodated from
R okeach's Value Survey was administered.

Participants

appraised health and five other values on a scale from 1 to
6.

Reliability or validity data were not given (Muhlenkamp

et a l ., 1985).
The Personal Lifestyle Questionnaire (PLQ) was formed
by the researchers and inquired into the participant's
health-related activities in the areas of nutrition,
exercise, relaxation, safety, substance abuse, and
prevention of illness (Muhlenkamp et al.,

1985).

Over a
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3-week span the instrument's test-retest reliability
coefficient was .88 and .78 over a 4-week span.

Internal

consistency was measured utilizing Cronbach's coefficient
alpha with results being .74 and .76.

Validity was

established in comparison to other instruments used to
measure wellness.

The correlation coefficients were .72 and

.83, respectively.

Factor analysis was executed supporting

the structure of the subscales.
In addition to the mentioned instruments, demographic
data and data relating to the nature of the clinic visits
were collected (Muhlenkamp et al., 1985).
were categorized into four groups:

Clinic visits

illness prevention,

health restoration, health maintenance, and health
promotion.
Two dominant questions were approached in this
correlational study.

The first examined the relationship

between clients' health beliefs and values and the scope of
self-care health activities (Muhlenkamp et al.,

1985).

The

researchers' hypothesis was that health values were not
significantly correlated with lifestyle practices or the
type of treatment sought at the health facility.

Results

were that the CHLC, subscale of the MHLC, was found to be
negatively correlated with lifestyle practices (r = -.15,
£ < .05) and negatively correlated with restoration-type
visits

(r = -.18, p < .02).
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The second question examined the relationship between
demographic variables, health beliefs and values, and the
scope of self-care health activities
1985).

(Muhlenkamp et al.,

Multiple regression analysis was utilized to

establish the ability of demographic variables coupled with
health beliefs and practices to predict lifestyle scores and
type of clinic visits.

Stepwise regression analysis was

utilized with the lifestyle scores as the criterion and
demographic and cognitive variables as predictors.

It was

reported by the researchers that five best predictors were
responsible for 16% of the variance in predicting lifestyle
s cores.

In the order of entry into the regression equation,

these five variables were (a) higher level of education,
a low belief that chance determines health status,
females'

status,

(b)

(c)

(d) good general health, and (e) old age.

A study was done by Green (1990) to investigate
students' knowledge of appropriate responses to symptoms of
illness.

The purpose of this study was to evaluate

university students' knowledge of what to do in 10 diverse
conditions and to evaluate the tendency to treat illnesses
at home rather than seeing a doctor.

The literature reveals

that an estimated 89 to 96% of illnesses are being treated
at home with mostly favorable results and that 25 to 50% of
doctor visits are for problems which could be treated at
home.

The researcher questioned and ultimately investigated

if increased exposure to health-related information would
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influence appropriate decisions about what to do for illness
(Green,

1990).

Providing health-related information has been found to
enhance qualifications in self-care for particular
conditions.

Vickery (cited in Petosa,

1989) found that

visits for colds was decreased after provision of written
self-care information.

Siero (cited in Petosa,

1989)

discovered an increased utilization of breast selfexamination after provision of information on early
detection of breast cancer.

Dodd (cited in Petosa,

1989)

related that patients taking drug and self-care information
demonstrated increased knowledge and self-caring behaviors,
and Egbert (cited in Petosa,

1989) discovered a reduction in

postoperative pain levels when information was given prior
to surgery.
People lacking illness-specific training must depend
upon their existing knowledge and skills for self-care.
Personal knowledge and skills draw from traditional
practices along with formal and informal learning.
Efficient self-care depends on accurate perception and
evaluation of symptoms, the appliance of coping skills, and
self-referral when essential to assure applicable treatment.
Considering that self-care has been found to be widely
utilized with favorable results, it would seem that there is
a functional general knowledge base.
Petosa,

Anderson (cited in

1989) discovered that two thirds of clients using
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self-care utilized effective treatments.
Keegan (cited in Petosa,

Allendorf and

1989) discovered clients with

stable angina have ineffectual knowledge of their illness
and its treatment.

Pratt (cited in Petosa,

1989)

administered a 35-item, multiple-choice test on common
diseases to 214 medical clinic patients.
correct, of this 214 patients, was 55.

The mean percent
The same researcher

sampled 50 additional patients and discovered them to know
little about their illness and, in addition, expressed
little interest in learning.
Consequently, knowledge of specific illnesses may be
desirable but not critical in effective self-care.
(cited in Petosa,

Vacalis

1989) appraised teachers and doctors in

Nebraska to establish what information was viewed essential
to informed consumers of health care services.

Subjects

found important were knowledge of sources of emergency help,
vaccination for children, methods of selecting and
evaluating physicians, and actions to take if medical
assistance is believed to be harmful.
(cited in Petosa,

Levin and Lazarus

1989) considered precise recognition and

judgment of the severity of symptoms to be imperative, along
with appropriate skills for coping with minor illnesses.
The sample in Green's (1990) study consisted of
university students from a western state.

Surveys were

dispensed in undergraduate classes in computer sciences,
business, education, English, and communication.

The median

1. R Tm muoRisr
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age of students sampled was 23.2 years ranging from 17 to 59
years,

33% were married, 44% were women, 51% revealed having

a regular doctor, and 81% had medical insurance.

Of the

number sampled, 37% viewed themselves in excellent health,
43% in very good health,

13% in good health, and 7% in fair-

poor health.
The survey instrument comprehended questions about
demographics,

items on aspects of attitude toward self-care,

free response questions related to how minor illnesses are
treated, and 10 multiple-choice questions related to what
action to take in response to certain situations.

Response

options were (a) see doctor now, (b) make appointment with
doctor, and (c) treat at home.

Two scores were computed:

The first denotes a tendency to treat illness at home and is
the total of all item responses (A = .69).

The second is a

number correct score and implies the number of items for
which the respondent chose the response keyed by the
research (A = .44).

The measures of tendency plus number

correct correlated at .46 (£ < .01).
The validity of knowledge as an index of health-related
behaviors was tested by correlating the number of questions
for which "see doctor now" was picked and whether the
participant had reported seeing a doctor in the past 3
months.

The correlation was significant (£ < .02); however,

the value was low (r = .11).

The number of questions for

which "treat at home" was chosen was correlated with whether
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or not a participant had reported "doing nothing" for an
illness in the past 3 months.

The correlation was

significant (p < .01) and low (r = .14).

Other measures

were constructed and affiliated to knowledge scores:

(a)

attitudes toward compliance with professional health
providers'

instructions (A = .74, 5 items) and (b)

competence in self-care provisions (A = .66, 4 items).
The results revealed that number correct scores ranged
from 2 to 9 for students (M = 65.3, SD = 1.4, 10 possible).
Students overall revealed a tendency to treat illnesses at
home (M = 19.2, SD = 2.5, range = 10-30, 30 possible).
A significant difference was discovered between males
and females in tendency to treat illness at home [t (285) =
3.81, £ .01] but not in number correct.

Females had a

significantly lower mean score on tendency to treat at home
than males

(X. = 18.6, X

= 19.7).

A significant positive relationship was discovered
between number correct and reported percent of care which is
self-provided ( r =

.23, £ <

.01) and between tendency to

treat at home and reported percent of care which is self
provided (r = .24, £ < .01).

The relationship between

number correct and overall attitude toward self-care was
discovered to be significantly positive (r = .15, £ < .05)
and between tendency to treat at home and overall attitude
toward self-care (r = .13, £ < .02).
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The relationship between tendency to treat at home and
compliance with medical treatment was significantly negative
(r = -.35, £ < .01).

Likewise, the relationship was

significant for number correct and compliance (r = -.11,

£ < .0 3 ).
There was a significant relationship between competence
and tendency to treat at home (r = .24, £ < .01).

Likewise,

the relationship between competence and number correct was
significant (r = .16, £ < .01).

A stepwise multiple

regression was run for each dependent measure to assure
which variables would contribute significantly to
predictions when other variables were already in the
equation.
Kist-Kline and Lipnickey (1989) performed an analysis
to investigate if a significant change in internal/external
beliefs developed throughout the life cycle.

The focus was

adolescent, adult, and elderly populations and whether
certain variables were mutual in each age group.
Methodology was altogether descriptive.

Conclusions were

established on a review and analysis of current literature.
The information created by preceding research reinforced a
generalized finding related to the HLC of each generation.
Based on this generalized finding for each age group, direct
comparisons of these populations can be originated (KistKline & Lipnickey,

1989).
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Adolescents described themselves as being mainly
healthy at the present and feel things will remain unchanged
in the future.

Because they enjoy an attitude of

invincibility, one might instinctively conjecture that this
age group would tend to be more external in their beliefs.
However, this is not easily concluded because adolescents'
HLC is closely related to other variables.
Dielman et al.

(cited in Kist-Kline & Lipnickey,

1989)

debated the relationship between HLC, self-esteem, and
adolescent health behaviors.

They discovered that

adolescents scoring in an internal direction on the HLC
scale reported being happier, more confident, and well
adjusted.

The results also conveyed that children with

higher self-esteem scores practice fewer negative health
behaviors.

Other studies support the idea that self-esteem

is indirectly related to HLC.

For adolescents with cancer

and asthma, research revealed a more positive concept is
related to a more cooperative and adaptive behavior.
Although a compatible relationship exists between
cooperation and self-image, noncompliance is linked to an
external locus of control.
Knowledge is another element that plays a part in
diseased adolescents'

internal beliefs.

The adolescents

exhibit a greater level of knowledge relating to the effects
their behavior have on their health.

Various teenage

populations likewise demonstrated this positive correlation
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between internality and health knowledge.
Petosa,

Noland (cited in

1989) displayed an interrelationship between health

status, health knowledge, and HLC in secondary special
education students.
Age is another element affecting HLC in adolescents.
Research has revealed that the level of maturity of a teen
is very important.

Hazzard (cited in Petosa,

1989)

discovered a positive correlation between age and locus of
control with increased internality accompanying increasing
age.
Petosa (1989) describes some important developmental
tasks of adolescence from a wellness outlook.

Petosa

encourages the adoption of a wellness approach to adolescent
health care education.

Petosa stresses that one obstacle

preventing recognition of adolescence as a period of
wellness is the "storm and stress" orientation.

This is

basically the characterization of adolescence as a period of
conflict and turmoil.

Rebellion was considered inescapable

and the only way of obtaining autonomy from parents.
Intense mood swings and temperamental behavior were
expected.

Adolescence frequently was viewed as a

pathological era to be tolerated.
Empirical studies question the "storm and stress"
orientation.

Bandura and Walters (cited in Petosa,

1989)

managed a study focused on understanding aggressive behavior
among adolescent males.

Profound interviews with
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adolescents and their families disclosed that most
adolescents were well adjusted.
Bandura (cited in Petosa,

An additional study by

1989) upheld the view that most

adolescents are responsible and respect their parents.
Sibber and his associates (cited in Petosa,

1989) discovered

that adolescents held a positive attitude toward unfamiliar
experiences and evolved pleasure from mastery of new skills.
Offer (cited in Petosa,

1989) conducted a 3-year

longitudinal study and discovered essentially an entire
absence of psychopathology,

flexible conflict resolution,

advantageous parental relationship, realistic self-images,
absence of rebelliousness, and the capability to perform
appropriate problem resolution without turmoil.
(cited in Petosa,

Stanton

1989) discovered that adolescents appear

to adapt to the values of society and that harmony existed
between generations.

As a whole, most young people seem to

function eminently well in weighing the challenges of
adolescence.
Self-concept is another developmental perspective of
adolescence.

New cognitive abilities develop during

adolescence.

Adolescents possess the ability of expanding

their thinking into the world of hypothetical possibilities.
Because adolescents discover that parents and peers have
established new expectations regarding their behavior, they
subsequently set new standards of behavior for parents and
peers.

As a result, adolescents start to reorganize ideas
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about who they are, eventually transforming their selfconcept .
It was Piaget's belief (cited in Petosa,

1989) that

adolescents possess the ability to achieve the most complex
level of cognitive development, formal operations.

Formal

operational thought permits the adolescent to think both
from the real to the possible as well as from possible to
real.
Adolescents start to imagine expanded, hypothetical
models of their present existence and who they might become.
They often seek out inconsistencies and make critical
judgment of others.

They also recognize expectations that

they perform in more responsible w a y s .
Identity is another developmental perspective of
adolescence.

Through the transformation of self-concept

comes the evolution of identity.

Identity applies to a

sense of distinctiveness from others.
Petosa,

Marcia (cited in

1989) implies that identity is a dynamic

organization of drives, abilities, beliefs, and personal
history that assists one in establishing a place for self in
a social context.

To intensely scrutinize the concept,

Marcia created four levels of identity development;
identity achievement,

(b) identity foreclosure,

(a)

(c) identity

diffusion, and (d) identity moratorium.
Adolescents who advance toward wellness travel through
an identity moratorium where they actively struggle with
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vocational, social, and ideological issues before advancing
to achievement, which is characterized by the search for
self-chosen goals.

In contrast, identity foreclosure

happens when social roles are chosen by influential others.
Identity diffusers are those who set no vocational or
ideological direction.
In truth, the identity development process does not
commence or cease during adolescence.

It is during this

period that physical abilities, cognitive skills, and social
expectations derive, empowering young people to develop a
strong course toward maturity.
Expanding social competence is another developmental
perspective of adolescence.

Friendships play an important

role in the development of wellness.

Self-concept and

identity of each adolescent are tested and influenced by
social interactions.
Moral growth is another developmental perspective of
adolescence.

The commencement of formal operations enables

adolescents to consider moral issues in a more progressively
complex fashion.

Because of changing expectations from

parents and peers, reappraisals of personal beliefs and
moral values are stimulated.
Dunn (1977) implies that the spiritual growth should be
considered in a complete model of high-level wellness as
adolescents'

spiritual beliefs become more abstract.

These

beliefs may start to influence a vast sphere of thoughts and
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actions.

Consequently, spiritual beliefs may contribute

profoundly to the foundation of the mature identity,
enhancing the quality of all personal experiences.
In summary, it has been data-supported by experts that
adolescents possess the ability to take responsibility for
their own health.

It has also been shown that adolescents

desire this responsibility (Sleet & Dane,
al.,

1986).

1985; Vinal et

With this study, a cognitive/perceptual factor

which might alter health-promoting behaviors in adolescents
was investigated.
Researchers have supported significant relationships
between cognitive/perceptual and modifying factors and the
likelihood of engaging in health-promoting behaviors.
Cognitive/perceptual and modifying factors have been proven
to alter the health-promoting behaviors of exercising
(Laffrey & Isenberg,
1985).

1983; Pender & Pender,

1986; Walsh,

Cognitive/perceptual and modifying factors have also

proven to alter general health-promoting behaviors
concerning diet, stress, and lifestyles practices
(Muhlenkamp et al.,

1985; Pender & Pender,

1986).

Limited research has been done on health promotion
relating to individuals in this climacteric stage
penetrating adulthood.

There also has been limited research

on cognitive/perceptual factors which might alter their
health-promoting behaviors.

Because older adolescents are

representative of a group who will soon become a vital.
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constructive,

integral part of adult society and because of

the rapid increase of diseases and illnesses that may
directly affect this group's well-being and ultimately
generations that follow, it is important to determine the
extent to which cognitive/perceptual factors affect the
likelihood of their engaging in health-promoting behaviors.
More distinctively, it is important to determine the
relationship between perceived control of health in older
adolescents and the likelihood of their engaging in healthpromoting behaviors.

Chapter III
The Method
Design of the Study
A descriptive correlational design will be used to
study the conceivable relationship between variables of (a)
perceived control of health and (b) health-promoting
behaviors.

Wilson (cited in Petosa,

1989) distinguished

that this nature of design was applicable in determining the
dimensions on direction attitudes or behaviors served in a
target population.

A descriptive study scrutinizes events -

as they develop, whereas correlational research explores the
intensity to which variations occur with one or more
different factors (Issac & Michael, cited in Petosa,

1989).

Since this study explored perceived control of health and
the likelihood of engaging in health-promoting behaviors of
the older adolescents and was to establish if a relationship
existed between these variables, a descriptive correlational
design was suitable.
Setting, Population, and Sample
The setting for this study was two counties in Central
Mississippi.
were utilized.

Two different institutions of higher learning
One university is located in the Delta
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region of the state, while the junior college utilized is
located in Central Mississippi.
A total of 50 students, meeting the criteria of ages
20-21 years, who were single with no children, agreeing to
participate in the study comprised the sample.

The

participants were selected by nonrandom techniques.
Instrumentation
Three instruments were used for the collection of data.
The short researcher-designed demographic form was developed
to obtain information related to gender, age, and ethnicity
(see Appendix A ) .
This study determined the relationship between
perceived control of health in older adolescents and
likelihood of engaging in health-promoting behaviors.
Perceived control of health was measured by the MHLC scale
developed by Wallston, Wallston, and DeVellis

(1978).

Permission to use the tool was granted by the developers
(see Appendix B ) .

This instrument was a questionnaire

composed of Forms A and B of the MHLC scales.
18-item questionnaire.

Each was an

Health-promoting behavior was

assessed utilizing the Health-Promoting Lifestyles Profile.
This instrument was a 48-item questionnaire (see Appendix
C) .
The MHLC Forms A and B are scored on a 6-point Likert
scale in which answers ranged from a high of 6 (strongly
agree) to a low of 1 (strongly disagree).

The score on each
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subscale is the sum of the values circled for each item in
that subscale.

Three scores are obtained to avoid ending up

with a single score indicative of internality or
externality.

The resulting three scores are Internal Health

Locus of Control (IHLC), Powerful Others Health Locus of
Control (PHLC), and Chance Health Locus of Control

(CHLC).

Persons who score high on internal items are internallycontrolled individuals who perceive that they are in control
of their own health, whereas persons who score high on
chance or powerful others items accredit control of their
health to either of these factors (Wallston et al.,

1978).

When both forms (A and B) are utilized together, scores
for each subscale may range from 12 to 72.

Normative means

for adults when combining both forms were reported for each
subscale:
PHLC = 40.9

(a) IHLC scale = 50.4,

(b) CHLC scale = 31.0,

(Wallston et al., 1978).

(c)

B. Wallston and K.

Wallston (personal communication, June 25, 1986) report mean
scores for each subscale were (a) IHLC scale = 2 6 . 2 8 ,
CHLC scale = 16.72, and (c) PHLC scale = 17.87.

(b)

These are

mean scores for 749 college students tested with use of one
form (Wallston et al., 1978).
Reliability estimates when utilizing Forms A and B in
combination were found to be .83 to .86.

The developers

recommended that Forms A and B be combined when greater
reliability is needed (Wallston et al., 1978).
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Validity intercorrelations for Forms A and B of the
MHLC scale were reported.

A negative correlation existed

between the IHLC and CHLC (r = -.29) and positive
correlation between the PHLC and CHLC (r = .20)
al.,

1978).

(Wallston et

Concurrent validity, intercorrelations between

the joined forms of the MHLC subscales and Levenson's I, P,
and C scales were reported (Wallston et al.,

1978).

The Health-Promoting Lifestyle Profile was developed by
Frank-Stromborg et al.

(1990).

Permission to use the tool

was granted by the developers (see Appendix D ) .

This

profile is a 48-item total behavior rating scale utilizing a
4-point response format to measure the frequency of selfreported health-promoting behaviors in the areas of selfactualization, health responsibility, exercise, nutrition,
interpersonal support, and stress management.

Internal

consistency of the instrument is reported as r = .92.
Internal consistency of the six subscales is reported as r =
.70 to .90.

Test-retest stability was appraised at 2-week

intervals utilizing 63 adults.

The Pearson Product Moment

Correlation coefficient for the complete scale was reported
to be .93, with ranges for the subscales reported as r = .82
to .92 (S. N. Walker, K. Sechrist, & N. J. Pender, personal
communication, July 8, 1986).
A score for overall health-promoting lifestyles is
obtained by summing responses to items.
are as follows:

Responses to items

Never (1), sometimes (2), often (3), and
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routinely (4) (S. W. Walker, K. Sechrist, & N. J. Pender,
personal communication, July 8, 1986).
Data Collection
Consent to conduct the study first was obtained from
Mississippi University for Women's Committee on Use of Human
Subjects in Experimentation (see Appendix E ) .

Next, consent

to utilize the facilities for data collection was obtained
by presentation of formal letters to both institutions
requesting permission to conduct research at each
institution (see Appendix F ) .
Fifty students, ages 20 to 21 years, participated in
the study.

The nature of the study was explained, and

subjects were presented a consent form and asked to sign it
before data collection began (see Appendix G ) .

Anonymity of

subjects participating in the research was assured in order
to encourage authentic responses to test items.
Data Analysis
Demographics.

Descriptive statistics were utilized to

characterize the sample.

Age of participants was reported

as a range, mean, and standard deviation.

Because race and

gender of the participants were nominal level data, they
were reported as frequencies and percents.
Hypothesis testing.

The hypotheses were tested using

Pearson Product Moment Correlation coefficient.

Also, the

IHLC, CHLC, and PHLC subscales of the MHLC and each subscale
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of the Health-Promoting Lifestyle Profile were correlated
using the Pearson Product Moment Correlation coefficient.
Calculation of internal consistency.

Cronbach's

coefficient alpha was utilized to calculate internal
consistency for the MHLC and Health-Promoting Lifestyle
Profile.
Limitations
The following limitations were identified for this
study :
1.

The small sample was chosen by nonrandom

convenience sampling; therefore, the study is generalizable
only to the group of older adolescents.
2.

Existing health problems were not identified in

this population.

Chapter IV
The Findings
The purpose of this descriptive correlational study was
to determine the relationship between perceived control of
health in older adolescents and their likelihood of engaging
in health-promoting behaviors.

Additionally, the purpose of

this study was to question if a cognitive perceptual
constituent may influence an older adolescent's likelihood
of engaging in health-promoting behaviors.

An added purpose

of this study was to contribute to nursing education
regarding the applicability of the health promotion model.
This chapter is a report of the findings of this study.
Sample Profile
The 50 subjects ranged in age from 20 to 21 years of
age with a mean age of 20.54 years.

Thirteen subjects

were Caucasian, and 37 (74%) were African/Americans.
were 16 (32.0%) males and 34 (68.0%)

females.

(26%)
There

None of the

subjects were married or had children (see Table 1).

With

regard to educational status, 9 (18%) of the subjects were
college freshmen,

19 (38.0%) were sophomores,

were juniors, and 9 (18.0%) were seniors.
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13 (26.0%)
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Table 1
Demographic Data Variables and Percentages

Variable

Value

Age

F

%

20
21

23
27
50

46.0
54.0
100.0

0
1

16
34
50

32.0
68.0
100.0

0
1

13
37
50

26.0
74.0
100.0

1
2
3
4

9
19
13
9

18.0
38.0
26.0
18.0

50

100.0

Mean:
20.540
Median: 21.000
Sex
Male
Female
Mean:
Median:

.680
1.000

Race
Caucasian
Afro-American
Mean:
Me dian:

.740
1.000

Education
Freshman
Sophomore
Junior
Senior
Mean:
Median:

2.440
2.000
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Results
Hypotheses Testing
The results of data analysis revealed the following:
Hypothesis 1 .

There is no relationship between

internal health locus of control in older adolescents

(ages

20 to 21 years) as measured by the IHLC (Internal Health
Locus of Control), subscale score of the Multidimensional
Health Locus of Control

(MHLC) Scale and the likelihood of

engaging in health-promoting behaviors as measured by the
total score of the Health-Promoting Lifestyle Profile
(Mitchell,

1987).

Correlation between LPT and Internal Subscales.

The

results, as correlated using the Pearson Product Moment
Correlation, were .2771 r(50) = .277, p = 0.51, with the
alternative being there is a positive correlation between
internality on the locus scale and the LPT, p = 0.51, if
divided in half, and was declared significant at .025 level
for a one-tailed directional test.
A positive correlation with their LP total score can be
interpreted as the more internal people are on their Health
Locus of Control Scale, the more likely they are to have a
higher total LPT score.

The probability level is

significant (p = .051 4- 2 = 0.25 one-tailed directional
test).

This is a significant correlation with r = .277,

although this is not a very strong correlation with
approximately an 8% common variance.

However, there is a
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small statistically significant relationship between the
extent of the internality, in terms of Health Locus of
Control and the LP total score.

This indicates the older

adolescents tend to engage in health-promoting behaviors.
Therefore, Hypothesis 1 was rejected.
Hypothesis 2 .

There is no relationship between

Powerful Others' Health Locus of Control in older
adolescents

(ages 20 to 21 years) as measured by the PT/LC

subscale scores of the Multidimensional Health Locus of
Control (MHLC) scale and the likelihood of engaging in
health-promoting behaviors, as measured by the total scores
on the Health-Promoting Lifestyle Profile (Mitchell,

1987).

The correlation results were .3267 (50), p = 0.21 or r (50) =
.33, p = .021.

Thus, the relationship is the same as with

the Internal Locus of Control.

The higher the scores on the

Powerful Others Locus of Control, the more likely they were
to engage in the health-promoting behaviors as measured by
the Lifestyle Promoting Total Score.
positive correlation :

So, there is also a

r (50) = .33, p = .021.

There is a

significant positive correlation between the Powerful Other
Locus of Control being high and the LPT scores.

Therefore,

the hypothesis is rejected.
Hypothesis 3 .

There is no relationship between Chance

Health Locus of Control in older adolescents

(ages 20 to 21

years) as measured by the CHLC subscale of the
Multidimensional Health Locus of Control

(MHLC) scale and

49
the likelihood of engaging in health-promoting lifestyle
behaviors as measured by the total score on the HealthPromoting Lifestyle Profile (Mitchell,

1987).

The findings with Chance Locus of Control were
completely opposite from the findings for Internal and
Powerful Other Locus of Control.

There was no significant

correlation between the Chance Locus of Control Scale and
the LP total scores, r(50) = .154, p = .286.

Therefore, the

data failed to reject the hypothesis.
Other Findings
There were no significant relationships noted when the
demographic data (age, race, and educational level) were
correlated with Internal, Chance, and Powerful Others.

In

addition, the lifestyle profile total scores correlated with
age, sex, race, and educational level indicated no
significant relationship (see Table 2).
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Table 2
Lifestyle Profile Total Scores Correlated with Demographic
Data

Race

Education

LPT

0515
(50)
7220

-.1799
(50)
.2111

.0442
(50)
.760

.2771
(50)
.0510

-.1484
(50)
.3040

1132
(50)
4340

.0827
(50)
.5680

.0541
(50)
.7090

.1538
(50)
.2860

-.1615
(50)
.2630

0313
(50)
8290

-.0186
(50)
.8980

.1918
(50)
.1820

.3267
(50)
.0210

Age

Sex

.0079
(50)
.9560

Internal
n
2
Chance
n
2
Powerful
Others
n
2

Chapter V
The Outcomes
The purpose of this study was to determine the
relationship between perceived control of health in older
adolescents and their likelihood of engaging in healthpromoting behaviors.

In addition, the purpose of this study

was to question if a cognitive/perceptual constituent may
influence an older adolescent's likelihood of engaging in
health-promoting behaviors.
Summary of the Findings
A descriptive correlational study was conducted to
determine the relationship between perceived control of
health in older adolescents and the likelihood of engaging
in health-promoting behaviors.

Three hypotheses were tested

utilizing the Pearson Product Moment Correlation at the .05
level of significance.

There was a statistically

significant relationship between perceived control of health
in older adolescents and the likelihood of engaging in
health-promoting behaviors, as measured by the total score
of the Lifestyle Profile.
correlation.

However, testing revealed no

Furthermore, when scores were correlated with

selected demographic data, there was no correlation.
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This chapter includes an interpretation of the
findings.

Implications of the findings and recommendations

for future research are also offered.
This study revealed that the more internal the Health
Locus of Control in older adolescents, the greater the
likelihood of their engaging in health-promoting behaviors
and whatever health-promoting behaviors the Powerful Others
possess will influence the older adolescent's likelihood of
engaging in health-promoting behaviors.
The findings of this study supported the fact that sex,
race, or educational status for this age group had no
significant impact on the older adolescent’s likelihood of
engaging in health-promoting behaviors.
Discussion
For this study, the theoretical framework utilized was
Pender's Health Promotion Model.

Factors that affect the

likelihood of engaging in health-promoting behaviors are
cognitive and perceptual.

Cognitive and perceptual factors

embody (a) importance of health,

(b) perceived control of

health,

(c) perceived self-efficacy,

(d) definition of

health,

(e) perceived health status,

(f) perceived benefits

of health-promoting behaviors, and (g) perceived barriers to
health-promoting behaviors

(N. J. Pender, personal

communication, June 25, 1986).
Current definitions of health deficits are the concept
of health as a positive interaction with the environment.
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leading to growth and a complete and meaningful life
(Winstead-Fry,

1980).

Existing health-promotion trends

include individuals taking charge of their own health
(Alderman,

1980).

This study was directed toward the older

adolescent (ages 20 to 21 years), recalling that the essence
of adolescence is characterized by intense changes in
biological, cognitive, and personality constituents.

The

older adolescent is moving toward completion of these
changes; however, they still exist.
The Health Promotion Model by Pender and Pender (1986)
was formulated to enhance existing models which predicted
health-protecting behaviors and was utilized in this study.
Health-protecting is the act of protecting the body from
illness and stress, therefore, diminishing the probability
of illness (Pender,

1982).

In essence, health-protecting

behaviors derived from a negative foundation, a fear of
harm, bringing into existence, positively, health-promotion,
health-promotion being the act of preserving or expanding
the level of wellness.

Engaging in health-promoting

behaviors is exhibited when individuals institute actions to
enhance their level of wellness, even though threats to
wellness may be absent.
Findings described in the literature, not unlike the
findings in this study, revealed that adolescence is a time
of uncertainty.

Significant others and peers are both

sources of influence for the older adolescent.
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Green's

(1990) study of university students revealed

that overall students had tendencies to treat illness at
home.

However, this sample was much larger than this

researcher's, and the median age of Green's sample was 23.2
compared to the 20 to 21 age range with median age of 20.54
of this researcher.

However, since literature supports that

older adolescents are becoming more autonomous but continue
to have strong ties to significant others, the powerful
other then becomes very important in decision making.

The

researcher hypothesized that there is no relationship
between Powerful Others' Health Locus of Control in the
older adolescent and his/her likelihood of engaging in
health-promoting behaviors.
researcher's

Both Green's

(19 90) and the

(19 93) studies indicated that both age groups

had strong ties with home in regard to health behaviors.
Dielman et al.

(1984) discovered that adolescents

scoring in an internal direction on the HLC scale reported
being happier, more confident, and well-adjusted.

The

researcher discovered that the more internal the person is
on HLC scale, the more likely he/she is to have a higher
lifestyle profile total score, and the tendencies to engage
in health-promoting behaviors increased.
The literature supports that age is an element that
affects adolescents.

Hazzard (cited in Petosa,

1989)

discovered a positive correlation between age and locus of
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control with increased internality accompanying increasing
age.
Walsh (1985) studied dissimilarities in health beliefs
of runners versus non-runners.

He explored two areas:

(a)

relative value that each group fixed on health and (b) the
discrepancies in health behaviors of each group.

Walsh

hypothesized there would be difference in health-promoting
behaviors engaged in by runners and non-runners.

Age was

the only factor found to be statistically significant.

The

end result was that subjects under 30 years of age reported
more health-promoting behaviors, unlike the subjects in this
research where age was of no significance.
Implications for Nursing
The findings of this study are not generalized beyond
the sample because of the small sample size.

However, the

findings do have implications for nursing, especially for
clinical practice and nursing education.

The nurse

clinician caring for the older adolescent should exhibit
genuine interest, good listening abilities, be u n judgmental,
and utilize good communication skills.

While interacting

with the older adolescent, the clinician should encourage
sharing of concerns and feelings related to health issues.
In regard to nursing education,

future clinicians

should be instilled with the fact that the older adolescent
is in a unique position.

These individuals are on the

threshold of becoming adults and have the responsibility of
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upholding expectations from themselves and others.

Health

promotion is the ultimate key as far as nursing education is
concerned.

Each clinician has to realize and take seriously

his/her responsibility in health promotion.

They must be

sure that each adolescent client receives proper information
related to health issues.
Recommendations
The following recommendations were derived from this
study;
1.

Further studies should be conducted to ascertain

types and methods of health-promoting behaviors exhibited by
groups that constitute "powerful others."
2.

Since the sample was ascertained from two small

rural colleges, this study should be conducted at larger
colleges for a more diverse sample.
3.

A longitudinal study should be done on adolescents

ages 13 to 15 years and then at ages 2 0 to 21 to determine
the amount of growth or lack of growth in health-promoting
behaviors.
4.

Those individuals with preexisting health problems

should be identified before data analysis.
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APPENDIX A
DEMOGRAPHIC FORM
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Date :
ID #

Demographics
1.

Age;______

2.

Sex
a.
b.

Male
Female

Ethnic Group
a.
b.
c.
d.
e.

Afro-American
Hispanic
Caucasian
Oriental
Other

Educational Status
a.
b.
c.
d.

Freshman
Sophomore
Junior
Senior

Marital Status
a.
b.

Married
Single

Number of Children:

APPENDIX B
PERMISSION TO USE HEALTH LOCUS
OF CONTROL SCALES
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VANDERBFLT
NASHVILLE.

UNIVERSITY
TENNESSEE

i 7 2 40

Trif(>iioné(6I9))22.7)ii

Health CmrA ftesearch Project * School of Nursing * Direct Phone 343 3317

To:
Fellow Heal t h Repearchetr
From; Kenneth A. Wallston, Ph.D.

Thank yo u for you r Interest In the Health Locus of Control Scales,
Please
excuse this form response, but 1 hav e so many Inquiries requiring similar
replies that I have found this to be an efficient means of d i s s eminating
information.
Y o u have my p n r m l s s i o n to utllizfc Form A or B of the MHI.X3 scales In any health
related research yo u are doing.
M y only request Is that you keep me informed
of any results y o u obtain Usi n g the scales.
In that w a y I hope to Continue to
serve as a clearinghouse for information about the scales.
We have r e cently developed Form C o f the M H L C scales, an instrument Whi c h can
easily be made specific to any e x i s t i n g m e d i c a l l y - r e l n t e d c o ndition w h i c h your
subjects might hav e (e.g., dlabétëâ, cancer, high b l o o d pressure» migr a i n e
headaches, arthritis, chemical d e p e n d e n c i e s , etc.)
We have used Form C as an
"Arthritis Locus of Control Scalft* and are generally pleased With its
psychometric properties.
If. jroU think Such an Instrument would be h elpful in
you r research and if y o U are w i l l i n g to Share yo u r data b a c k W i t h us» We would
be ple a s e d to make it available tô yoU.
If y o u w i s h us to send yo u additional material, please complete and return the
enclosed form.
For most items théte is a small charge tô cover d u p l i c a t i o n
and postage.
If yo u bave m o r e specific questionk, don'.t h esitate to contact me.
Please
remember to send me information o n Any Use you make of these scales ^ t have
included â usage questionnaire to facilitate your doing so.
I look fotward to
h e a r i n g from you.

P.S,

8/90

I have e n closed a copy of â bri e f article I just wrote on the importance
of p l a c i n g measures of H e â l t b Locus of Control in a Theoretical Context.
I hope y o u find it interesting and stimulating.

64

Scoring

Instructions

F or m A or

The score on each subscale
in that s u b s o a l e .

Internal
Chance

is th e s u m o f

Items:

Items;

Powerful Others

Mean Scores for

Items:

MHLC Scales

B

the v a l u e s c i r c l e d

fo r e a c h

1,

6,

8,

12,

13.

17

2,

A.

9,

11.

15.

16

3,

5.

7.

10.

14.

18

item

MHLC Scales Summarized Across types of Subjects
a

IHLC

CHLC

PHLC

C h r o n i c Pa t i e n t s

609

25.78

17 .6 4

22.54

Co l l e g e S t u d e n t s

749

26.68

16,72

17.87

1287

25.55

16.21

19.16

720

27.38

15.52

18.44

Sample

He a l t h y A d u l t s
Pe r s o n s

engaged

IN p r e v e n t i v e
HEALTH b e h a v i o r s
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Health Locus of Control

It has been about 15 years since Barbara Wallston, I and our associates
developed the Health Locus of Control (HLC) scales and made them widely
available to researchers throughout the world.
In those intervening years,
the HLC scales have been among the most often used, and, unfortunately,
misused measures of health beliefs.
I contend that one of the main reasons
why these instruments have been misused is that some researchers never really
read carefully what we have written over the years about utilizing these
scales.
We developed the HLC scales to be used in the context of Rotter's Social
Learning Theory (SLT; Rotter, 1954).
SLT states that the potential for a
behavior (ox a set of functionally related behaviors) to occur in a given
psychological situation is a Joint function of expectancies that the
behavior(s) will lead to a particular reinforcement and the value of that
reinforcement to the individual In that situation.
Locus of control is an
expectancy construct; the more internal (or less external) one's belief
orientation, the more one supposedly expects reinforcement following one's
behavior.
But, according to SLT, high i n temality (or low externality) scores
should only predict behavior potential in situations where the reinforcement
(or outcome) is valued.
In our very first publications on the use of the original HLC scale
(Wallston, et al. 1976a, 1976b), we demonstrated that selected health
behaviors were not, in and of themselves, predicted by HLC scores; it was only
when subjects highly valued health (the most pertinent reinforcer, we argued,
in health-related situations) that HLC beliefs were related to health
behaviors.
Why, then have only a relatively few studies which have attempted
to predict health behaviors from HLC scores bothered to include an assessment
of health value (HV)7
There are a number of 'answers to the above question other than failure
to read, or heed, our advice.
Some investigators undoubtedly agree with
Milton Rokeach, the developer of one popular method of measuring values, that
health is such an overwhelmingly important value in our society that there is
too little variance im its value to worry about. Others might feel that there
exists no reliable and/or valid method for measuring HV, or that the method we
have employed In our research (a variant of Rokeach's ranking technique) is
too complicated for their subjects. Nevertheless, I suspect that a major
reason why some investigators neglect to include an HV measure along with a
HLC measure is that they do not properly understand or appreciate the
theoretical underpinnings of the construct.
Even some of those who do mêasurë HV along with HLC do hot appear to
comprehend what is meant by the proposition from SLT that behavior potential
is a joint function of expectancies and value.
It is not enough, for example,
to use multiple regression to predict health behavior (the criterion) by an
additive model of HLC and HV in which the predictors are treated as simple
main effects.
The statement that "only for those who highly value their
health should HLC beliefs predict health behavior" cries out for examining the
interaction of HLC and HV.
In essense, internal health locus of control
moderates the relationship between HV and health behavior.
At the very least,
separate analyses should be conducted for high and low HV subjects with the
theoretical expectation being "positive" results for the former group and null
results for the latter subjects.
Another statement which we have often made, but which is honored more in
the breach than the observation, is that it is not possible to account for
much of the variance in health behavior from HLC beliefs and HV, even if one
considers the interaction of those two constructs.
We have steadfastly called
for the inclusion of other important constructs (e.g., specific behavioral
beliefs) in any prediction equation which attempts to explain health behavior.
An Individual's health behavior is multidetermined; there is no sense kidding
oneself that HLC is the most important determinant.
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Health Locus of Control

One construct, in addition to HV, which appears to be a more potent
determinant of health behavior than HLC is self-efficacy (Bandura, 1977;
1982).
Self-efficacy refers to a person's belief that he/she can, in fact,
carry out a specific behavior; thus It qualifies as one of those "specific
behavioral beliefs" which, we have claimed, should be used in conjunction with
HLC and HV.
The operative words, are "in conjunction with " not
"in place of."
We have speculated elsewhere, based on limited but promising
evidence, that only for persons with an internal orientation toward their
health do self-efficacy beliefs predict health behavior (Wallston, 1989).
Thus, i n t e m a l i t y appears to also moderate the relationship between selfefficacy and health behavior.
Bandura has consistently maintained that self-efficacy beliefs only make
sense when they are highly specific to the behavior(s) in question.
He is
probably correct, if the object is to predict only one or a small number of
behaviors.
However, from the perspective of Rotter's SLT (as opposed to
Bandura's SLT), there is a place for a generalized self-efficacy construct in
the equation predicting behavior potential.
In fact. Rotter may have missed
the boat by identifying locus of control as the principal indicator of
"freedom of movement" and not following up with self-efficacy or a similar
construct.
(In our own research, we have developed a measure of "perceived
competence" which is akin to a generalized self-efficacy measure.
This
measure can be made "specific" to health, and with HV and HLC might be a
potent predictor of health behavior.]
In addition to predicting health behaviors, HLC beliefs have been
related to health status. To do so, however, one needs to go beyond the major
proposition of Rotter's SLT which relates principally to behavior potential.
To do so is not difficult--especially if one has an internal orientation
towards theorizing.
The linkage between HLC beliefs and health status depends
on the proposition that one's health status is determined (or mediated) by
one's own health behavior.
[If you believe that, you're an "internal" by
definition!]
The catch, however, is that health status is even more
multidetermined than health behavior, so it should not be all that surprising
that HLC beliefs ar e , at best, only very modestly predictive of measures of
health status.
Again, what is needed is more complex and inclusive
theoretical models. It is OK for a student doing a masters thesis to conduct
an investigation with only two or three variables; doctoral dissertations and
other significant research projects cannot afford to be that simplistic.
In conclusion, therefore, there is a place for measures of HLC beliefs
in predicting health behavior and/or health status, but that place is squarely
rooted in the context of a larger theoretical framework, what we have labeled
"Modified Social Learning Theory"; taking one construct, such as HLC, out of
that context will Inevitably lead to an overabundance of false negative
conclusions.
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LirESTYLE PnOFILE
DIHECTIOMS: This qiiesltoruiflire cofilnlfis s la lo m e n is rognrdlng you; prtisoni way of life or p e rso n a l
fiablfs. P le a se r e spond lo ea c h Hern a s a c c u rately as possible, a n d fry not to skip any Hem. Indicate the
regularlly with wlilch you e n g a g e In e a c h be havior by circling:
fj for never, S for so m e tim e s , O for often, or H for rouflnefy.
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Find It e a sy to e x p re ss c o n c e rn , love a n d warmtfi to o th ers

N

s

o

R

40.
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MHLC Form A
This is a questionnaire designed to determine the way in which different
people v iew certain important health-related issues.
Each item is a
belief statement with which you may agree or disagree.
Beside each
statement is a scale which ranges from strongly disagree (1) to strongly
agree (6).
For each item we would like you to circle the number that
represents the extent to which you disagree or agree with the statement.
The more strongly you agree with a statement, then the higher will be
the number you circle.
The more strongly you disagree with a statement,
then the lower will be the number you circle.
Please make sure that you
answer every item and that you circle only one number per item.
This is
a measure of your personal beliefs; obviously, there are no right or
wrong answers.
Please answer these items carefully, but do not spend too much time on
any one item.
As much as you can, try to respond to each item
independently.
When making your choice, do not be influenced by your
previous choices.
It is important that you respond according to your
actual beliefs and not according to how you feel you should believe or
how you think we want you to believe.
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fH
<D <D
■P (V
(0 u
U cn
Q) <0
•D m
O •H
s Q

>1 <D
«-4 0)
P P
jC cn
cn «5
•H in
<H *H
cn Q

fH
P
x: 0)
cn 0)
•H P
^4 C*
cn <

>1
fH
<D
P
(Q
P Q>
0) Q>
-a p
o cn
S <

fH
cn
c <v
O 03
P P
p cn
cn <

1

2

3

4

5

6

1

2

3

4

5

6

72

MHLC Form B
This is a questionnaire designed to determine the way in which different
people view certain important health-related issues.
Each item is a
belief statement with which you may agree or disagree.
Beside each
statement is a scale which ranges from strongly disagree (1) to strongly
agree (6).
For each item we would like you to circle the number that
represents the extent to which you disagree or agree with the statement.
The more strongly you agree with a statement, then the higher will be
the number you circle.
The more strongly you disagree with a statement,
then the lower will be the number you circle.
Please make sure that you
answer every item and that you circle only one number per item.
This is
a mea s u r e of your personal beliefs; obviously, there are no right or
wro n g answers.
Please answer these items carefully, but do not spend too much time on
any one item.
As much as you can, try to respond to each item
independently.
When making your choice, do not be influenced by your
previous choices.
It is important that you respond according to your
actual beliefs and not according to how you feel you should believe or
how you think we want you to believe.
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If I become sick, I have the power
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to make myself well again.
2.

Often I feel that no matter what I
do, if I am going to get sick, I
will get sick.

3.

If I see an excellent doctor
regularly, I am less likely to have
health problems.

4.

It seems that my health is greatly
influenced by accidental happenings

5.

I can only maintain my health by
c onsulting health professionals.

6.

I am directly responsible for my
health.

7.

Other people play a big part in
whether I stay healthy or become
sick.

8.

Whatever goes wrong with my health
is my own fault.

9.

When I am sick, I just have to let
nature run its course.

10.

Health professionals keep me
healthy.
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how well I take care of m y s e l f .
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because I have not been taking care
of myself properly.
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The type of care I receive from
other people is what is responsible
for how well I recover from an
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letter is the best way for me to
stay healthy.
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HEALTH-PROMOTING LIFESTYLE PROFILE
Dear Colleague:
We are p l e a s e d to reply to your request for Information about our HealthPromoting Lifestyle P r o f i l e . In order to r espond p r o m p t l y to the large volume of
c orrespondence we receive, we have found it n e c e s s a r y to prepare this standard
letter c o n t a i n i n g i n f ormation that is c ommonly sought.
We hope that y o u will
feel free to write or call as neces s a r y to o b t a i n any further inform a t i o n that
y o u may need.
The
Health-Promoting
Lifestyle
Profile
measures
health-promoting
behavior,
c o nceptua l i z e d as
a multidimensional pattern
of s e l f - initi a t e d actions
and
p erceptions that serve to m a i n t a i n or enhance the level of wellness,
selfactualiza t i o n and fulfillment of the individual.
The 4 8 -item s ummated behavior
rating scale employs a 4-po i n t response format to mea s u r e the frequency of selfreported h e a l t h - p r o m o t i n g b e haviors in the domains of self-actualization, health
responsibility, exercise, nutrition, interpersonal support and stress management.
It was d e v e l o p e d for use in research w i t h i n the framework of the Hea l t h Promotion
Model (Pender, 1987), but has subsequently b e e n e mployed for a v a r i e t y of other
purposes as well.
The d e v elopment and ps y c h o m e t r i c e v a l u a t i o n of the English
language vers i o n s wer e d e s c r i b ed by Walker, Sechrist and Pender (1987) and scores
among the initial study sample were reported by Walker, Volkan, Sechrist and
Pender
(1988).
The trans l a t i o n and p s y chometric evalu a t i o n of the Spanish
language v e r s i o n as well as scores among a Hispanic sample were reported by
Walker, Kerr, Pender and Sechrist (1990).
Copyright of bo t h English and Spanish language versions of the instrument is held
by Susan Noble Walker, EdD, RN, Kar e n R. Sechrist, PhD, RN, FAAN and Nola J.
Pender, PhD, RN, FAAN.
Y o u have our p e r m i s s i o n to copy and use the enclosed
H e a l th-Pr o m o t i n g Lifestyle Profile for non - c o m m e r c i a l data c o l l e c t i o n purposes
such as research or ev a l u a t i o n projects prov i d e d that content is not altered in
any way and the c o p y r i g h t / p e r m i s s i o n statement at the end is retained.
The
instrument also may be repro d u c e d in the appendix of a thesis, d i s s e r t a t i o n or
research grant proposal w i t h o u t further permission.
R e p r o d u c t i o n for any other
purpose,
including the p u b l i c a t i o n of study results,
is p r o h i b i t e d without
specific permi s s i o n from the authors.
There is no charge for such a u thorized use, but we w o u l d a p p reciate receiving
not i f i c a t i o n of your intent to use the instrument and a report of you r completed
study/project
for
our
files.
It
is partic u l a r l y useful
to know
of
any
publications reporting use of the instrument so that we can m a i n t a i n an accurate
complete listing.
To facilitate record keeping, all information should be sent
to:
Susan Noble W a l k e r , E d .D ., R.N.
As sociate Professor
U n i v e r s i t y of N ebraska Medical Center
College of N u r s i n g
600 South 42 n d Street
Omaha, N e b r a s k a 68198-5330
(402) 559-6561
We thank y o u for your interest in usi n g the
and wish yo u much success with your efforts.

Health-Promoting

Lifestyle

Profile

Sincerely,
Susan Noble Walker

K a r e n R. Sechrist

Nola J.

Pender
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Scoring I n s t r u c t i o n s :

Items are scored as

Never (N)
Sometimes
Oft e n (O)
Routinely

(S)
(R)

—
—
—

1
2
3
4

A score for overall h e a l t h - p r o m o t i n g lifestyle is o b t a i n e d b y c a l c u l a t i n g a mean
of the individual's responses to a l l 48 items; six subscale scores are obtained
similarly b y summing the responses to subscale items an d d i v i d i n g by the number
of items on the subscale.
The use o f means rath e r than sums o f scale items is
r e commend e d to ret a i n the 1 to 4 metr i c of item responses an d to all o w m e aningful
comparisons of scores across subscales.
The items i n cluded on ea c h scale are as
follows :
He a l t h - P r o m o t i n g Lifestyle

1 to 48

Self - a c t u a l i z a t i o n

3, 8,9,

H ealth Res p o n s i b i l i t y

2, 7,

Exercise

4, 13, 22,

Nutrition

1, 5,

Interpersonal Support

10,

18,

Stress M a n a g e m e n t

6, 11,

12,
15,

14,
24,
27,

16,
20,
30,
19,
25,

17,

21, 23,

28, 32,33, 42,

29, 34,
43,

37,

44, 48

46

38
26, 35
31,

36, 40,

39, 47
41,

45
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M is s is s ip p i
U n iv e r s it y

Vice President for Academ ic Affairs
P.O. Box W -I603
(601) 329-7142

F O R ^ O M E N
C o lu m b u s, MS 39701

July 20, 1992

Ms. Annette Amos Williams
c/o Graduate Nursing Program
Campus
Dear Ms. Williams:
Members of the Committee on Use of Human Subjects in
Experimentation have asked that you resubmit your proposal "The
relationship between perceived control of health
in older
adolescents and their likelihood of engaging in health-promotion
behaviors:
A replication" with the following recommendations.
There is needed a thorough and comprehensive consent form which
states that the subjects can withdraw consent at any time without
detrimental effects.
Further, it should be clear in the informed
consent that no names will be signed and there will be no possible
way to determine the subject's identity. It was further suggested
that this study be limited to those persons 21 years or older to
avoid the necessity of parental consent.
I wish you much success in your research.
Sincerely,

Thomas C . Richardson
Vice President
for Academic Affairs
TR:wr
cc:

Mr.
Ms,
Dr.
Dr.

Jim Davidson
Jeri England
Barrar
Rent

W here Excellence Is a T radition
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Route 1, Box 250-A
Colla, MS
38923

Mr. Nathaniel Boclair
Dean of Academic Affairs
Mississippi Valley State University
Itta Bena, MS
38941
Dear Mr. Boclair:
My name is Annette Amos Williams.
I am a registered nurse
and graduate nursing student at Mississippi University for
Women.
As a part of my program of study, I am conducting a
research project.
I am interested in the relationship
between perceived control of health in older adolescents and
their likelihood of engaging in health-promoting behaviors.
I am interested in a sample of 25 students ages 20-21.
I
would like permission to enlist participants for this study
from Mississippi Valley State.
The questionnaires and consent forms have been reviewed by a
Human Rights Committee at Mississippi University for Women.
The participants will be assured of confidentiality,
anonymity, and will have been informed of their rights as
subjects. I have enclosed the questionnaires and consent
forms for your examination.
I will make an appointment with you to further discuss the
matter.
If you have any question before this time, my phone
numbers are (601) 834-1321 at work and (601) 834-1255 at
home.
Sincerely,

Annette Amos Williams
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Route 1 , Box 250-A
Colla, MS
38923

Dr. S. Morgan, Sr.
Holmes Community College
Post Office Box 369
Goodman, MS
39079
Dear Dr. Morgan:
My name is Annette Amos Williams.
I am a registered nurse
and graduate nursing student at Mississippi University for
Women.
As a part of my program of study, I am conducting a
research project.
I am interested in the relationship
between perceived control of health in older adolescents and
their likelihood of engaging in health-promoting behaviors.
I am interested in a sample of 25 students ages 20-21.
I
would like permission to enlist participants for this study
from Holmes Community College.
The questionnaires and consent forms have been reviewed by a
Human Rights Committee at Mississippi University for Women.
The participants will be assured of confidentiality,
anonymity, and will have been informed of their rights as
subjects.
I have enclosed the questionnaires and consent
forms for your examination.
I will make an appointment with you to further discuss the
matter.
If you have any question before this time, my phone
numbers are (601) 834-1321 at work and (601) 834-1255 at
home.
Sincerely,

Annette Amos Williams

APPENDIX G
PARTICIPANT CONSENT FORM
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83
Code #

Dear Participant:
My name is Annette Amos Williams, R.N.
I am a graduate
student in nursing at Mississippi University for Women,
completing a study relating to the relationship between
perceived control of health in older adolescents and their
likelihood of engaging in health-promoting behaviors.
This
study may assist health care providers in learning more
about the older adolescents' attitude toward illness.
I am asking you to participate voluntarily in this study
because you are an older adolescent, age 20-21 years.
The
information you give will be kept completely confidential
and your name will not be used.
You will be asked to
complete two brief questionnaires that will take
approximately 15 minutes of your time.
Your decision to
participate or not to participate in this study will not
affect your academic status at this school.
Your signature on this form indicates that you understand
the above information and you are willing to help with this
study.

Date

Signature of Participant
Signature of Researcher

